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background: Acute myocardial infarction with LV failure remains the most common cause of cardiogenic shock. It occurs in 5-8% of patients 
with STEMI. Mechanical complications post-MI should be first considered in refractory shock. Persistent hypoxemia and shock despite adequate 
revascularization should raise suspicion for non-cardiac etiologies. 
case:  75-year-old male smoker with long-standing diabetes and hypertension presented with 1-hour history of sudden onset dyspnea. Significant 
hypoxemia and hypotension necessitated ventilator support and dopamine infusion, respectively. Initial CXR showed diffuse centrivascular 
congestion. EKG showed LBBB with >5 mm ST elevation in V3-4. Emergent cardiac cath revealed heavily calcified type C lesion in mid-LAD (99%). 
A bare metal stent (2.5mmx28mm) was successfully placed, with resolution of EKG changes but minimal improvement in hemodynamic status. 
Refractory shock ensued despite IABP and dopamine infusion. Persistent sinus tachycardia followed by PEA arrest developed, requiring ACLS protocol. 
Bedside TTE showed low-normal LVEF and ruled out mechanical complications such as acute MR, tamponade, or myocardial wall rupture. Ventilator 
management became progressively difficult with persistent hypoxemia & hypercapnia on 100% FiO2 with evidence of elevated airway pressures 
and high auto-PEEP (~40) requiring multiple “air dump” maneuvers. Recurrent hypotension and PEA arrest followed. CXR now showed tension 
pneumothorax, which was minimal and unrecognized on the prior film. Emergent needle thoracentesis and chest tube insertion (with hiss of air) 
dramatically improved hemodynamics and ventilatory status. However, over the next 24 hours, patient developed multiorgan failure and expired after 
family elected to de-escalate care. 
Discussion: Tension pneumothorax should be considered as a differential diagnosis in refractory shock and PEA arrest. Universal findings in 
ventilated patients include rapid onset, progressive decrease in arterial and mixed venous O2 tension, and sudden reduction in CO and BP. High 
ventilatory pressures and ipsilateral physical exam findings are features which may help in early recognition.
